INTRODUCTION AND OBJECTIVES: Robotic-assisted radical prostatectomy (RARP) is an effective procedure for patients with highrisk disease, but positive margin rates need to be improved. In this video we describe our technique of super-extended RARP in patients with posterior T3a or T3b prostate cancer at multiparametric MRI, which increases the oncological safety margin.
INTRODUCTION AND OBJECTIVES: Robotic-assisted radical prostatectomy (RARP) is an effective procedure for patients with highrisk disease, but positive margin rates need to be improved. In this video we describe our technique of super-extended RARP in patients with posterior T3a or T3b prostate cancer at multiparametric MRI, which increases the oncological safety margin.
METHODS: Two cases are presented, using the Da Vinci Xi robotic system at a tertiary care referral Center.
The first is a 68-year-old man with PSA of 17 ng/ml, cT3 on the right side at digital rectal examination (DRE), an MRI showing PIRADS 5 in the right seminal vesicle where there was a Gleason 4þ5 at biopsy. Gleason 4þ3 was present throughout the right side of the prostate. A super-extended RARP with unilateral right Denonvilliers' fascia (DVF) resection and extended lymph node dissection was performed. The second case is a 73-year-old man with PSA of 38 ng/ml, bilateral cT3 on DRE, an MRI showing PI-RADS 5 lesions in both seminal vesicles where there was a Gleason 5þ3 at biopsy. A super-extended RARP with bilateral DVF resection and extended lymph node dissection was performed.
After identification and isolation of the vas deferens behind the prostate, the peritoneum of the rectovesical pouch was opened, allowing us to perform an extrafascial prostatectomy, where DVF and some perirectal fat are dissected free so that they remain on the posterior surface of the seminal vesicles. The dissection is carried forwards to the anterior face of the rectum, continually pushing the perirectal fat and DVF upwards with the specimen. Thereafter, an extrafascial dissection is subsequently carried out laterally to the levator ani fascia. In the unilateral DVF resection, the seminal vesicle on the side without tumour burden was released in a standard fashion leaving DVF attached to the rectum.
RESULTS: For the first case (unilateral DVF resection), final pathology showed Gleason 4þ3, pT3bN0R0. 28 nodes were excised. The second case (bilateral DVF resection) demonstrated Gleason 4þ4, pT3bN1R0, with 1 out of 41 positive node. Total operative time was 150 and 200 min for the unilateral and bilateral DVF resection, respectively. The length of stay was 3 days for both procedures. The estimated blood loss was 150 and 200 ml for the first and second cases, respectively. The post-operative periods were uneventful, and the bladder catheter was removed on POD day 2 in both cases CONCLUSIONS: Super-extended RARP is feasible in patients with posterior T3a or T3b prostate cancer. Long-term follow up data is needed to demonstrate that it is associate with improved oncological outcomes METHODS: Seven patients underwent a MARS reduced-port RP in the treatment of prostatic adenocarcinoma at a single institution from June 2018 to July 2018 utilizing the magnetic retraction device in lieu of the 4th robotic arm for tissue retraction. All surgical procedures were completed using the da Vinci Si surgical system (Intuitive Surgical Inc., Sunnyvale, CA, USA). The magnetic retractor was used to manipulate and retract the colon, peritoneum, seminal vesicles, prostatic capsule during neurovascular bundle dissection and bladder during lymphadenectomy.
RESULTS: All cases were successfully completed without placement of a 4th robotic arm or an additional assistant port. The magnetic retractor subjectively provided comparable retraction and exposure to these tools. No intraoperative or immediate post-operative complications were noted. Mean operative time was 226 AE 29 minutes and mean blood loss was 328 AE 76 mL. All patients were discharged to home on post-operative day 1.
CONCLUSIONS: Magnetic-assisted reduced-port robotic prostatectomy is a novel technique that appears to be both safe and effective. Use of the magnetic system avoids the need for a 4th robotic arm, potentially minimizing the morbidity of surgery and improving cosmesis. Further, none of the fundamental steps of the procedure were changed or compromised. Outcomes analysis in larger cohorts and cost analysis is warranted.
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V11-10 ANTERIOR RETZIUS SPARING TECHNIQUE FOR ROBOTIC ASSISTED RADICAL PROSTATECTOMY
Jonathan Noel*, Samer Jallad, Mark Liu, Netty Kinsella, Ramanathan Kasivisvanathan, Declan Cahill, London, United Kingdom INTRODUCTION AND OBJECTIVES: In addition to the primary oncological aim of complete excision of cancer, post operative urinary continence remains a major element in the surgical management of patients with localised prostate cancer that Urologists continue to improve on. In the last decade, a new technique named Retzius Sparing (posterior approach), when compared to the standard (anterior approach) Robotic Assisted Radical Prostatectomy (RARP) has shown superior continence recovery.
The technique of this posterior approach is technically challenging, especially when it relates to training Residents and Fellows. Our Unit performs a hybrid approach whereby a fusion of both techniques mentioned is employed. This is known as the Anterior Retzius Sparing (ARS) Technique for RARP.
METHODS: In the posterior retzius sparing approach, preservation of all anterior structures such as the endopelvic fascia, dorsal venous complex (DVC) and pubovesical ligaments is performed. With our new ARS approach, we preserve the urachus and therefore the anatomical bladder position. The operation is continued in the standard anterior approach, except the dorsal venous complex (DVC) and urethral complex is dissected off the anterior side of the prostate. The non expert Urologists can perform Robotic suturing of the DVC, Rocco suture and the vesicourethral anastamosis in a familiar and training appropriate setting. Following the vesicourethral anastomosis, a 16 Foley 2-way catheter is inserted into the bladder suprapubically and left for 7 days. A urethral catheter is inserted also and removed on discharge, the following post operative day.
Following our Institutional review board approval, we evaluated patients with localised prostate cancer that underwent RARP from 2017-2018 by a single surgeon. We compared the first 120 cases of ARS technique with 120 cases of the standard (anterior approach) RARP.
RESULTS: Immediate continence was observed in 75% of cases from the anterior retzius group compared to 25% from the standard approach. Our initial results show that ARS translates to early
